Objective-To compare the characteristics of female victims of assault with those of male victims and to see if there is a difference between female victims of domestic assault and females assaulted by strangers or acquaintances. Design-A two month prospective study (June and July 1995) Results-46 female victims of violence attended the A&E department (20% of the total of 235). In comparison with men, women were more likely to be assaulted in their homes (48% v 10%; P < 0.001), but were less likely to be assaulted with sharp weapons (7% v 28%; P = 0.003) and to require admission to hospital (P = 0.005). Nineteen women (41%) were victims of domestic assault. The victims of domestic assault were more likely to have been drinking (11% v 31%; P = 0.007) and to have a history of previous assault (63% v 22%; P = 0.002). This group also had a higher mean deprivation score and rate of unemployment, although the differences were not statistically significant.
Results-46 female victims of violence attended the A&E department (20% of the total of 235). In comparison with men, women were more likely to be assaulted in their homes (48% v 10%; P < 0.001), but were less likely to be assaulted with sharp weapons (7% v 28%; P = 0.003) and to require admission to hospital (P = 0.005). Nineteen women (41%) were victims of domestic assault. The victims of domestic assault were more likely to have been drinking (11% v 31%; P = 0.007) and to have a history of previous assault (63% v 22%; P = 0.002). This group also had a higher mean deprivation score and rate of unemployment, although the differences were not statistically significant.
Conclusions-A&E staff should be aware of risk factors associated with domestic assault to aid recognition ofvictims. Using the current British Association for Accident and Emergency Medicine guidelines on domestic violence and closer liaison with police, social services, and general practitioners will help prevent further attacks.
(7Accid Emerg Med 1997;14:375-378) Keywords Ten casualty doctors were involved in interviewing and examining the victims and each one incorporated the interview into the routine of taking a history and examining and treating the patient. The doctor then recorded the findings on a proforma after verbal consent was obtained from the patient. Details of the patient's age, gender, recent alcohol intake (within the previous six hours), amount of alcohol consumed in units, and history of previous assault were recorded. In addition, the location of the assault and details of the assailant were also taken (in this study domestic assault was defined as "assault by partner, ex-partner, or relative"). Details of the weapon used and resulting injuries were recorded. From the individual's postcode sector it was possible to give each person in the study a deprivation score according to the system devised by Carstairs and Morris.8 This deprivation score was used as an indicator of socioeconomic status. Statistical analysis was performed using t test and x' test.
Results

DEMOGRAPHY
Two hundred and thirty five assault victims attended the A&E department during the study; 189 (80%) were male and 46 (20%) were female (mean age of females 29 years, range 11 to 58 years; mean age of males 28, range 8 to 64). Women were more likely than men to be attacked in their homes (48% v 10%, P < 0.001) and less likely to be attacked on the street (26% v 44%, P = 0.023). Men were more likely to have recently consumed alcohol (72% of men v 52% of women, P = 0.0046), and those men who had been drinking consumed more than women drinkers (10.3 units v 6.8 units, P = 0.0033). In home based assaults, the woman was a victim of domestic assault on 82% of occasions, while the equivalent figure for men was 16% (P < 0.001). Outside the home 50% of female assault victims were attacked by other women.
WEAPONS AND INJURIES
Knives (and weapons in general) were used less often in attacks on women-only 7% of attacks on women involved a penetrating sharp instrument compared with 28% of attacks on men (P = 0.003). Women were more likely to sustain a soft tissue injury; which was the main injury to 65% ("bruise/haematoma/abrasion/ contusion"), while this was the main injury to 34% of men (P = 0.04). Because of the greater number of attacks on men involving knives and glass, they were more likely to sustain injuries described as "laceration/stab/incision" than women-34% v 22% (P = 0.01). ("Laceration" usually results from an attack with a blunt instrument, but on 20 occasions when the weapon used was a knife, the casualty doctor recorded the injury as "laceration".) Two of the three victims who were bitten were women and the two victims of attempted strangulation were also women. Women were more likely to be attacked about the face (50% v 30% , P = 0.02).
Only 11 % of women were admitted to hospital, compared with 31% of men (P = 0.005), which is in keeping with the relatively 1) . Although more female victims of domestic assault were unemployed (58% v 37%, P = 0.16) and the group had a mean social deprivation score higher than the others (3.12 v 2.02, P = 0.32), the difference was not statistically significant.
Discussion THE NATURE OF ASSAULT ON WOMEN
The findings in this study have highlighted the different nature of assault on women. They were much more likely than men to be assaulted in their own homes and by a partner or relative, although weapons were used less often than on men, and women were less likely to need admission to a hospital bed than men because of the lower proportion of serious injuries sustained.
The statistics on weapon use are similar to those in a report by Shepherd et al in Bristol, which highlighted the difference in wound patterns in males and females. In their study, proportionately more men sustained lacerations, consistent with the increased number of assaults with beer glasses or knives in men. 9 Gayford also reported the frequent use of fists and feet in wife battering, with knives being used infrequently. 7 Shepherd et al reported a much higher number of fractures to both males and females (56% of women and 26% of men),'0 while in Paisley only 10% of men and women had fractures. For men, an explanation can be found in the fact that fists and feet tend to cause fractures, and in the Bristol survey 72% of victims reported the use of fists or feet, while in Paisley fists or feet were used in only 43% of attacks, with knives and glass being used more commonly.4 However on 70% of occasions in Paisley, women were attacked with only fists and feet, and the commonest injury was soft tissue damage only, suggesting the possibility that less force was being used.
A higher percentage of the victims of domestic assault in this study was unemployed, but the difference was not statistically significant. However, research elsewhere has identified unemployment and poverty as predictors of domestic assault," something that A&E staff should be aware of (although there is no doubt that domestic violence can occur in all groups of patients, regardless of gender or socioeconomic status).
RECOGNISING VICTIMS OF DOMESTIC ASSAULT
Since 1981, the largest increase in violence reported by the British Crime Survey has been in domestic incidents: 3.4 times more in 1995.12 Although some of this increase may be due to a greater willingness on the part of the victim to report the crime, nevertheless there is a pressing need to address the problem of domestic violence. This study has revealed some differences between the group of women who were the victims of domestic violence and the group who were not. If a doctor interviews any woman who has been assaulted in her home, has been drinking, or admits to previous assault, they should be alerted to the possibility of domestic assault. This may seem obvious, but research suggests that doctors fail to recognise a significant proportion of domestic assault victims. The majority of such victims in this study appear to have been treated and then sent home without receiving any advice or counselling, suggesting that even when such an assault is recognised, not enough is being done for the victim. The fact that 70% of Scottish female homicide victims are killed in domestic disputes, while domestic assaults are known to be recurrent, suggests that this is one area where a more active role by A&E staff could have an impact in controlling the number of such attacks. Ward et al have commented on the fact that children of women who are victims of domestic assault are at increased risk themselves, and A&E staff should be aware of this increased risk. ' Medicine."' The guidelines emphasise that staff in the A&E department need to be especially vigilant when a female victim of assault comes for treatment, in order to identify those victims of domestic assault. Ideally, there should be 24 hour access to a social worker (in theory this already exists but the service is underused) and access to a place of safety. The victim should be put in contact with a dedicated agency and offered the option of contacting the police. Computerised record keeping in A&E departments, incorporating programmes dedicated to injuries, could, if organised in a systematic way, enable the staff to recognise recurrent domestic assault, possibly incorporating the child abuse register. The general practitioner should always be informed; the victim may well be attending with physical or emotional symptoms and the opportunity for counselling should not be lost. It must always be borne in mind that most victims of domestic assault do not say that they have been assaulted,56 and may present with such things as "accidental injury," overdose, self harm, alcohol/drug abuse, depression, and so on. This study no doubt underestimated the incidence of domestic assault in Paisley, as we only looked at self admitted assault. It would be interesting to see if this is just the tip of the iceberg by conducting a study which attempted to incorporate all the various forms of presentation of domestic assault.
There is a role for the education and training of A&E staff in recognising and dealing with victims of domestic assault. 
